THE patient is a man, aged 32, a porter at St. Mary's Hospital. His history is very definite and emphatic, to the effect that the eruption began less' than three months ago, and was not preceded by any symptoms. He has never had acne vulgaris. Two types of lesion are present, an early perifollicular plug of blackened and hardened tissue, the whole lesion looking very like an acne comedo, but differing essentially from this in the featur'e that pressure upon it does not result in the squeezing out of the plug, which can be dislodged with a fine scalpel, leaving an infundibuliform pit round the hair. Lesions of this type are found over the greater part of the scalp, with the exception of the area between the vertex and the site of the anterior fontanelle. The second lesion is seen to be especially profusely distributed over an area on the occipital region about 2 in. wide in the vertical axis, bounded by the lines joining the upper edges of the pinna and the lower lobes of the ears (see diagram). Here there is a broad band of skin closely occupied by firm, hard, shotty papules, with a base of about -136 in. diameter, and raised about * in. from the general level of the skin. These lesions are
a deep red, and in the great majority there is no obvious suppuration; in quite a few there is a very small bead of pus visible. Lesions of this type are also found about the temple, but elsewhere the eruption consists of the non-inflammatory comedo, like a plug of hyperkeratosis. It I At a meeting of the Section, January 17, 1918. 
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Little: Case of Acne Keloid is especially to be noted that the nape of the neck is free, the lower limit of the eruption on the occipital area being the line joining the two lobes of the auricle, a line which is well above the level of any stiff collar. The general distribution is shown in the diagram. The scalp is otherwise quite healthy, there is no seborrhoea, and the hair is unaffected.
The patient is a robust, well set up fellow, clean in his person, and his occupation, which is chiefly attendance at the door of the hospital, does not involve getting particularly dirty.
It will be noted that there are no bands of induration such as form so conspicuous a feature of the old-established disease. But this is an unusually early case, in date and in type. The onset has been exceptionally rapid, and the aresa covered is unusually extensive; nevertheless I regard the case as certainly an example of acne keloid, probably one of the earliest in date that has been recorded. A complete bacteriological examination has been made by my colleague, Dr. John Matthews, who reports absence of the acne bacillus, and otherwise a varied but not specific bacteriological content.
A subsequent report will be made on this case including its histology.
DISCUSSION.
Dr. WHITFIELD: This case is not one of true acne keloid. I do not believe it will develop into keloid masses. It is practically acne indurata of the scalp. I have seen a fair number of those cases, more since the war started, which I think is partly due to the filthy cap worn by these men from the Front: possibly the steel helmet aggravates the condition as well. If that man were to daub his affected areas twice a day with a 20 per cent. solution of salicylic acid in alcohol, the lesions would probably disappear. I cannot conceive acne keloid clearing up after such an application.
Dr. H. G. ADAMSON: This case appears to be a typical example of the earlier stage of acne keloid. The intensely hard dome-shaped papules present in this case were described by Kaposi as the earliest lesions. Kaposi pointed out that the early lesions are papules of uniform consistence, and not pustules. The appearances here are exactly those of an early case of acne keloid of which I published a photograph in an article on " Dermatitis Papillaris Capillitii (Kaposi), or Acne Keloid." 1 The conclusions at which I arrived in that paper supported the early view of Kaposi that this disease is a plasmacell infiltration, and probably due to a microbic infection, which is neither that of the acne bacillus nor of ordinary pus cocci-that the disease is neither related to acne vulgaris nor to sycosis, nor is it a true keloid.
Dr. GRAHAM LITTLE (in reply): Dr. Whitfield's suggestion of an infective folliculitis from a dirty cap is best met by pointing to the extremely scanty degree of suppuration; moreover the sites where infection from this source would be most pronounced are not the sites where such inflammation as is present is at its worst; thus, for example, there is no inflammation on the forehead where the constriction of a cap is greatest. Moreover, there is no reason to assume that the unavoidable dirt of the headgear of the trenches should be found in this case, and the man's general appearance further negatives' this supposition. Nor can this be regarded as an "acne indurata," for surely an acne vulgaris beginning at this age, occupying the sites here affected, and with this development, would be unique. The hardness of the inflammatory nodules is highly characteristic of acne keloid; with regard to the comedones on the forehead these have been recorded in true acne keloid; they are scanty in the present instance.
Case of Erythema ab igne, or possibly "Melanopathia
Syphilitica" of Wilson.
By E. G. GRAHAm LITTLE, M.D.
THE patient is a man, aged 45. He is a mortuary porter, in poor general health, anemic and ill-nourished. He admits that he has sat by the fire a great deal in the past few months, the eruption dating from six months ago. Clinically this is very like that of erythema ab igne, a reticular congestion and staining with large meshes, and wide trabeculae, occupying the skin in front of the knees on both sides, but more marked on the right side, from the patella down to the level of
